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Abstract 
Background: Many studies have focused on exploring the concept of care 
from patient and nurse perspectives, but knowledge is limited regarding stu-
dent perceptions. Objective: To explore the meanings given to the concept of 
professional care from the perspective of graduate students in nursing and 
pastoral care. Research design: A qualitative study was employed with the 
formation of six focus groups. Data were analyzed via a thematic content 
analysis of the discussions. Participants and research context: Thirty-one 
students attending a University College in Oslo participated. Findings: Seven 
main themes and forty-four subthemes were identified. Major themes in-
cluded reverence and respect for the dignity and value of human life, bonding, 
sensitive to self and other, communication, competence, willfulness and deep 
caring. Discussion: Different levels of intentionality, professional comport-
ment and caring consciousness were revealed in the discussions. Findings also 
lend support to major beliefs and values in Watson’s Human Caring Theory. 
Conclusion: The focus groups generated valuable detail of complex expe-
riences behind student’s perceptions, attitudes, beliefs and actions. Focus 
group methodology can enhance holistic nursing practice by providing op-
portunities to explore and clarify holistic care values, create opportunities for 
self-awareness and transformative learning in education, clinical practice, 
administration and research. 
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1. Introduction 
Thoughts about care today have coalesced into an ethical theory with the power 
to evaluate personal relationships, professional conduct, public policy, interna-
tional relationships and global issues [1]. The concept of care/caring is also the 
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essence of many caring disciplines and is not exclusively a phenomenon that be-
longs to the nursing discipline [2] [3]. However, as evidenced by practice and 
research, nursing has a long legacy as a caring-healing profession and many 
claim that caring is an integral part of nursing [4] [5] [6] [7]. Further, caring is 
also emphasized by nursing researchers [7]-[14]. 
Because caring is a core value in nursing practice, the capacity to care is a de-
sired attribute in nursing students. Likewise, others have discussed the need for 
caring to be translated and transmitted in the practices of nursing education 
[15]. Caring has also been cited by many authors as the core value of nurse edu-
cator-student relationship. Nurturing a caring attitude in nursing education and 
in the educator relationship is especially important as this is the students’ first 
confrontation with the significant values and essence of their profession [16]. 
Despite caring’s fundamental place in professional care, education and practice, 
researchers and scholars have not reached a common definition to transmit to 
students. This has resulted in a wide array of various interpretations regarding 
the meanings of professional care, often leading to confusing and contrasting 
views amongst students, teachers, health professionals and patients. Because 
post-modern nursing care has become the focus of economical, technological 
and political and social restraining forces, the need to provide holistic quality 
care in the contemporary health care system has become urgent together with 
the importance of cultivating caring in nursing education [17]. Because a critical 
task of nursing educators is to promote students’ learning about caring, it is im-
perative to explore student’s perspectives about the meanings they give to the 
concept of professional care. 
1.1. Literature Review 
Focus Group Studies on Perceptions of Care/Caring 
The focus group has gained considerable popularity as a means of gathering 
qualitative data in nursing research over the past 20 years [18] [19] [20]. Focus 
groups interviews are carefully planned discussions, designed to obtain percep-
tions on a defined area of interest [21] and are reported to be one of the most 
acceptable methods for obtaining research information on subjective percep-
tions [22]. Most authors agree that the main advantage of the focus group inter-
view is the purposeful use of interaction in order to generate data [23]. Merton 
identifies 3 major components of focus group research as: 1) a method devoted 
to data collection; 2) interaction as a source of data; and 3) the active role of the 
researcher in creating group discussion for data collection. Focus groups are 
particularly suited to capture everyday knowledge from the terms and language 
people use to give meaning to their everyday world. Focus group interviews have 
also been shown to contribute to a body of knowledge that is conceptual and 
theoretical [24]. Schroeder and Neil [25] argued that focus groups are specifical-
ly useful for investigating issues in nursing in relation to caring. 
Others have also explored the concept of care/caring from a student perspec-
tive using focus groups and participant observation. Dobrowolska and col-
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leagues [26] explored how nursing and medical students understood care in 
their first practicum, and how their views changed over time. Results showed 
that both medical and nursing students defined care in the same way with 
themes consisting of compassion, commitment, competence, confidence, con-
science, communication, patience, courage and support. Nursing students 
viewed their caring to be within both practical and emotional dimensions and 
this was a core feature of their identity as nurses. Medical students, on the other 
hand, viewed the practical dimension of care as an additional activity. All the 
students in the study underlined the importance of having time to care and 
showed that, for them, “time” in this context was embedded in moral meaning. 
Sapountzi-Krepia and colleagues [27] conducted focus groups with Greek 
nursing students exploring their perceptions regarding the concept of care and 
found that care was related to “care as an emotional order”, “care as a service”, 
“care as bodily and psychological support”, “care of an individual or group”, and 
“care as a constant phenomenon”. In this study, perceptions of care also in-
cluded the aspect of love. MacNeil and Evans [28] studied the concept of care in 
nursing education from the perspective of students. In this study, students were 
asked to describe moments of caring experienced in the educational setting. 
Themes identified included connectedness, support, presence, respect and pro-
motion/support of personal growth. Karaoz [29] investigated last year under-
graduate students’ perception of caring. Students were asked to write incidents 
in which they observed nursing behavior conducted in caring and uncaring 
ways, followed by interviews. Professional/helping and relational/technical com- 
petencies were the major themes discussed. 
Although not based upon focus group methodology, Papastavrou and col-
leagues [30] in a large survey with surgical patients and their nurses found that 
both patients and nurses perceived knowledge and skill as being the most im-
portant caring behaviors. However, they found differences in the importance of 
human presencing and respectful deference to others, whereas nurses perceived 
such behavior as being more important than the patients. In a recent study, Be-
gum and Slavin [31] also explored perceptions of caring in nursing education of 
Pakistani nursing students by personal interviews and found that caring 
represented a mothering relationship, helping attitude, limit setting, communi-
cation, and a source of empowerment and development.  
Lastly, in another study focused on the aspect of learning caring, Ma and col-
leagues [17] explored baccalaureate nursing student’s perspective on learning 
about caring in Chinese focus groups. Results demonstrated four themes which 
included learning by positive role models as an ideal way of learning about car-
ing, negative role models as another way of learning, lack of directive substance 
as a hindrance to learning care, and lack of cultural competence as a barrier to 
learning about caring. In sum, many of the findings in these studies varied in re-
lation to meanings given to care and caring behaviors. 
1.2. Purpose 
Based on focus group methodology, the aim of this study was to explore the 
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meanings given to professional care by Norwegian nursing and pastoral students 
enrolled in post graduate classes in order to increase the body of knowledge re-
garding care, based on research evidence. 
1.3. Theoretical Framework 
Transpersonal caring relationship 
The theoretical framework for this study is based on Watson’s Human Caring 
Theory which emphasizes caring as a transpersonal caring relationship. For 
Watson [32], this transpersonal relationship characterizes a special kind of hu-
man care relationship, which depends on the nurse’s moral commitment in pro-
tecting and enhancing human dignity, as well as the deeper/higher self. The 
nurse’s caring consciousness and connection is regarded as having the potential 
to heal; since experience, perception and intentional connection are taking place. 
The relationship describes how the nurse goes beyond an objective assessment, 
showing concerns toward the person’s subjective and deeper meaning regarding 
their own health care situation. This approach highlights the uniqueness of both 
the person and the nurse, and also the mutuality between two individuals, which 
is fundamental in the relationship. As such, the one caring and the one cared- 
for, both connect in mutual search for the meaning and wholeness, and for the 
spiritual transcendence of suffering. The term “transpersonal” means to go 
beyond one’s own ego and the here and now, as it allows one to reach deeper 
spiritual connections in promoting patient comfort and healing [7]. 
Caring Occasion-Caring Moments 
According to Watson, a caring occasion is the moment (focal point in space 
and time) when the nurse and another person come together in such a way that 
an occasion for human caring is created [32] [33]. Both persons and their unique 
phenomenal fields, have a possibility to come together in a human-to-human 
transaction. For Watson, a phenomenal field corresponds to the person’s frame 
of reference or the totality of human experience consisting of feelings, bodily 
sensations, thoughts, spiritual beliefs, goals, expectations, environmental con-
siderations, and meanings of one’s perceptions—all of which are based upon 
one’s past life history, one’s present moment, and one’s imagined future [32] 
[33]. Watson insists that the nurse also needs to be aware of their own con-
sciousness and authentic presence of being in a caring moment with patients. 
Moreover, both the one cared-for and the one caring can be influenced by the 
caring moment through the choices and actions decided within the relationship, 
thereby, influencing and becoming a part of their own life history. The caring 
occasion becomes transpersonal when “it allows for the presence of the spirit of 
both- then the event of the moment expands the limits of openness and has the 
ability to expand human capabilities” ([32], pp. 116-117). 
Caritas Processes 
Developed in 1979, and revised in 1985 and 1988, Watson views “carative fac-
tors” as a guide for the core of nursing. She uses the term carative to contrast 
with the conventional medicine’s curative factors. Her carative factors attempt to 
“honor the human dimensions of nursing’s work and the inner life world and 
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subjective experiences of the people we serve” ([14], p. 50). In all, the carative 
factors are comprised of 10 elements and is presented in Table 1 ([33], p.75). As 
she continued to evolve her theory, Watson introduced the concept of clinical 
caritas processes, which have now replaced her carative factors, containing a 
greater spiritual dimension in these processes. The word “caritas” originated 
from the Greek vocabulary, meaning to cherish and give special loving attention. 
2. Method 
2.1. Design 
The study uses an exploratory qualitative design, in which qualitative data are 
collected, based on real-life experiences brought out in focus group discussions. 
Focus groups were selected for enhancing the dynamics of discussions and en-
suring that different perspectives would be expressed. The interactions and dy-
namics among focus group members can generate important information in a 
data collection situation, which most notable would be less accessible without 
the focus group interaction. 
 
Table 1. Description of Watson’s caritas processes and focus group themes. 
Watson’s Carative Factors Watson’s Caritas Processes Focus Group Themes 
Humanistic-altruistic values Practicing loving-kindness &  equanimity for self and other. 
REVERENCE/RESPECT 
DIGNITY-VALUE OF 
HUMAN LIFE 
 
BONDING 
SENSITIVE TO SELF 
AND OTHER 
 
GOOD  
COMMMUNICATION 
 
COMPETENCE 
 
WILLFULNESS 
 
DEEP CARING 
Instilling/enabling faith & hope Being authentically present to/enabling/sustaining/honoring deep belief system and subjective world of self/other. 
Cultivation of sensitivity to  
one’s self and other 
Cultivating of one’s own spiritual practices;  
deepening self-awareness, going beyond “ego self”. 
Development of helping-trusting,  
human caring relationship 
Developing and sustaining a helping-trusting,  
authentic caring relationship. 
Promotion and acceptance  
of expression  
of positive and negative feelings 
Being present to, and supportive of, the expression of  
positive and negative feelings as a connection with  
deeper spirit of self and the one-being-cared-for. 
Systematic use of scientific (creative)  
problem-solving caring process 
Creatively using presence of self and all ways of  
knowing/multiple ways of Being/doing as part of the  
caring process; engaging in artistry of caring-healing practices. 
Promotion of  
transpersonal teaching-learning 
Engaging in genuine teaching-learning experiences that 
attend to whole person, their meaning; attempting to  
stay within other’s frame of reference. 
Provision for a supportive, protective,  
and/or corrective mental, social,  
spiritual environment 
Creating healing environment at all levels  
(physical, non-physical, subtle environment of energy  
and consciousness whereby wholeness, beauty,  
comfort, dignity and peace are potentiated. 
Assistance with  
gratification of human need 
Assisting with basic needs, with an intentional, caring 
consciousness of touching and working with  
embodied spirit of individual,  
honoring unity of Being; allowing for spiritual emergence. 
Allowance for  
existential-phenomenological 
spiritual dimensions 
Opening and attending to spiritual-mysterious,  
unknown existential dimensions of life-death;  
attending to soul care for self and one-being-cared-for. 
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2.2. Focus Group Protocol and Participants 
Purposeful sampling included post bachelor students in cancer nursing, neph-
rology nursing, pastoral counselling, public health nursing, and Masters’ stu-
dents in community health nursing attending a university college in southeast 
Norway. Participants were recruited by the researcher (MK) who visited classes 
at this institution and explained the purpose and procedure of the study at the 
beginning of their classroom lectures. Six focus groups were conducted and in-
cluded the following: pastoral students (n = 4), two groups of nephrology stu-
dents (n = 4, n = 5), a combined group of public health nurses and pastoral stu-
dents (n = 8), and two groups of cancer students (n = 4, n = 6) were held be-
tween April 2016 - December 2016. Focus groups were conducted in a quiet 
room at the same university. Students were welcomed upon arrival and refresh-
ments were served. The time span of the focus group sessions were between 40 
minutes to one hour in length. Both authors served as moderators where one led 
the questioning and the other observed verbal and non-verbal interaction. The 
first part of each session was used to provide ground rule information, remind 
participants about ethical considerations, and obtain written informed consent 
and sociodemographic information. Oral consent was also given to tape record 
the sessions. A short list of standardized questions and prompts were formulated 
in advance to move the open discussion. Open-ended questions included: 
“When you think of the word professional care, what comes to mind?” “When 
you think of the term good care, what do you think about? Can you give some 
examples?” “What factors contribute to being able to give good care?” “Do you 
believe there is a difference in levels of caring, such as deep caring and just car-
ing? Can you give some examples?” “When you feel that you have given good 
care, what consequences does this have for you?” At the closure of the focus 
groups, the moderator summarized the main points of the discussion, in order 
to verify the accuracy of the information discussed. At this time, participants 
were also asked to add other comments if needed, as well as express their views 
regarding the discussion. Field notes were written immediately after each focus 
group to document impressions, themes, and group interactions. None of the 
students recruited from classes decided to withdraw from the study after agree-
ing to participate. 
2.3. Ethical Considerations 
The study was approved by the research committee at the institution where the 
study took place. Participation was voluntary. Students were told that their re-
fusal to take part in the study would have no consequences for their studies. 
Written consent to take part in the study was obtained and oral consent was 
given at the beginning of the focus groups to tape record the sessions and use the 
results in publications. An agreement was made that the tape recorder would be 
turned off during parts of the dialogue, if desired. Participants also received the 
email address and phone number of the researcher (MK) in case there was a 
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need for contact. 
2.4. Data Analysis 
Audio recorded interviews were transcribed in full by a professional transcriber 
and then translated into English by the researcher (MK). After all the six inter-
views were conducted, the analyses started with reading the transcribed inter-
views simultaneously in order to get a feeling of the whole. This holistic ap-
proach was taken in order to discern an overall and fundamental meaning of the 
experiences. Each interview was then condensed by highlighting passages of 
importance to the investigated phenomenon; by the first author (MK). This 
started a process of reflection and search for meaning in the text by extracting 
essential themes. Van Manen [34] calls this thematic analysis. In this analytic 
step, a list of preliminary themes was constructed, by highlighting phrases and 
quotes that seemed to be thematically related to professional caring. This step 
continued with refection over the themes by viewing them in light of each inter-
view and the issues of interest as related to the open ended questions. In the 
process, the preliminary themes were constructed inductively into a hierarchy so 
that categories were grouped into sub-themes and themes into essential themes. 
The second author then reviewed all steps in this process, also searching for evi-
dence that contradicted and as well conformed to this process [35]. Afterwards, 
critical discussion ensued until both authors were in agreement regarding major 
themes, subthemes and exemplars. This procedure was an interpretative creative 
process and findings evolved as a result of an intuitive and reflective writing 
process. This process can be understood as a circular process occurring between 
reading and re-reading the transcribed interviews, viewing the themes in their 
own context, and writing and re-writing towards a higher level of abstraction. At 
the end of this process, the themes were supported by quotations from the inter-
views to enhance credibility. To enhance the validity of the categorizing method 
and to guard against bias, a list of themes, subthemes and quotations were then 
presented to colleagues at the institution where the study took place. These col-
leagues were invited to discuss the naming and classification of the themes and 
sub-themes, searching for confirmation as well as contradictions to enhance the 
reliability of the findings. Cultural and historical influences were also discussed 
at this meeting as both researchers have English as their mother tongue, residing 
in Norway since the 1970’s. 
3. Results  
3.1. Sociodemographics 
Of the 32 students, the majority were women (n = 29, 93%) with only 2 men 
participating (6.45%). A large proportion were middle aged (40 - 60 years) and 
had worked over 15 years. Twice as many of the students were working full time 
as compared to half time and the majority were married with children. Refer to 
Table 2. 
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Table 2. Sociodemographic characteristics of the focus groups. 
Variable Number 
Number of participants 31 
Gender*  
Women 29 
Men 2 
Age*  
20 - 30  
>30 - 40 4 
>40 - 50 7 
>50 - 60 10 
>60 9 
Marital Status*  
Unmarried 0 
Married 3 
Living together 19 
Divorced/separated 6 
Widowed 1 
Educational Background  
Nursing 27 
Counselling 3 
Years Working*  
1 - 5 2 
>5 - 10 6 
>10 - 15 3 
>15 4 
Working %  
Full time 16 
Half time 15 
Other 1 
Children*  
Yes 22 
No 4 
*Missing answers. 
3.2. Qualitative Findings 
Findings revealed that the concept of care could be categorized into seven main 
themes: 1) reverence and respect for the dignity and value of human life; 2) 
bonding; 3) sensitive to self and others; 4) communication; 5) competence; 6) 
willfulness; and 7) deep caring with 44 sub-themes. An overview is presented in 
Table 3. 
Reverence/respect for the dignity and value of human life 
A major theme that consistently emerged throughout the focus groups was  
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Table 3. Major themes and sub-themes found in focus groups regarding professional 
care. 
Reverence/respect-dignity and value of human life 
humane, spirit 
holistic 
moral stance 
wishing the good 
compassion 
appreciating uniqueness 
wisdom, gratitude, personal growth 
Bonding 
full presencing, authentic, open 
affirmation, attentive, concerned 
trusting, kind, near 
wishing good 
security, confidence 
consciousness 
courageous 
Sensitive to self and other 
intuition, insight 
focused awareness 
centered self-other 
personal characteristics and reactions 
professional identity 
self-reflection 
cultural sensitivity 
Communication 
dialogical 
listening and questioning 
finding opening 
non-invasive, non-judgmental 
confidentiality, accepting boundaries 
accepting own limitations 
word use 
Competence 
information 
enhance autonomy 
respecting beliefs, concerns, wishes 
setting expectations, boundary setting 
professional skills 
collaboration, teamwork 
advocacy 
Willfulness 
intentional, initiative 
choice, decision making 
creating challenges, see alternatives 
commitment 
concern 
pacing 
expressing feeling 
Deep Care 
little extra’s 
sacred acts 
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reverence and respect for the dignity and value of human life. This included ap-
preciating the humaneness and spirit of others, which also featured seeing the 
whole person and not the disease, and revering the client as a human being as 
illustrated by the following comment: “You see the whole person and their needs 
and not just the disease; one sees the human being in the patient. This is so im-
portant, maybe even talk about other things than their illness.” Reverence and 
respect also embraced a moral stance by wishing the good and best for others, 
based on caring actions representing the good. The importance of compassion 
and empathy were often mentioned by attempting to place oneself in the others’ 
situation and reflecting over how one would feel, if for example, one had to 
spend life in bed or felt like a prisoner in a room. Various comments included: 
“Every day you are in a different situation, many which are complex and chang-
ing. One has to try to place oneself in the other’s situation and think how would 
I feel if someone spoke to me like that or neglected to acknowledge me?” “It is so 
important to acknowledge the other as a valued human being. For example, a 
homeless on the street, how would he feel if I approached him with holes in my 
clothes?” and “I believe after a patient has died that bathing the body should be 
done with quietness and a sense of respect. I also speak softly. I often visualize 
that the person who has just died is up under the ceiling and watching how I am 
caring for his dead body.” Many discussed dignity and value which included re-
spect for the uniqueness of the other, respecting their needs and encouraging 
self-respect. Looking directly into the other person’s eyes, anticipating needs be-
fore the need to ask, respecting family needs and roles, and respecting the space 
people needed were also regarded as essential to caring. Other features related to 
reverence and respect included feelings of gratitude, enhanced wisdom and per-
sonal growth as outcomes of close relationships. One participant said: “Good 
caring is feeling that you have succeeded with something that has been your aim 
in the relationship. For example, when working with depressed teen-agers and 
you note a small change in their humor during the consultation. This is a very, 
very good feeling.” Also, the importance of organizational standards and ethical 
guidelines were mentioned as grounding one’s reverence and respect for the 
dignity and value of human life.  
Bonding  
The theme bonding embodied full presencing with authenticity which in-
cluded being open, trusting, kind and near and for some, also included the as-
pect of love as illustrated by the following comment: “One has to accept that one 
doesn’t always find the best solutions, and that one doesn’t have an answer to 
everything. For example, one can say I can’t help you with this and I don’t have 
an answer to your question. One needs to be honest and this is related to the 
trust you have established and your way of being.” Features of bonding em-
braced affirmation, being attentive, accepting and showing concern based on a 
wish for doing the best for the other. “Some patients don’t know what they need. 
But if I listen to my gut feeling I can sense a strong bond with the patient with 
feelings of closeness that I mean something to this patient.” Bonding also in-
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cluded showing that one cares even though there is little one could do in the sit-
uation by giving signals that one wished to share the suffering with the other. 
One verbalized. “Some patients invite us in to be closer to them. I had a young 
patient with cancer. I looked at him closely and took the initiative to ask him 
why he couldn’t sleep. He said he was very scared he would die. I was concrete 
with him in saying that death doesn’t happen more often when you are sleeping 
than when you are awake. He then asked if I could stay there with him and pray. 
And I did just this. Afterwards I left the door a bit open so he could feel more 
secure.” Creating a sense of confidence and security, being conscious of the way 
one observes and speaks to the other, having tolerance and not taking over tasks 
for the other and giving distance so that a sense of autonomy could be main-
tained were also deemed important. Bonding also included courage to be the 
person one is, courage to help each other as colleagues instead of resignation, 
courage to make decisions and say no to patients when there is a risk to their 
health and quality of life were also discussed. Further, using one’s senses, so that 
one can do what was right and needed at the moment were also perceived as 
representative of caring. As illustrated by these comments: “For me, care is being 
present in the moment, capturing the need in the moment. Also, the way you 
observe and look at the other, the way you speak to other people” and “Caring is 
also respecting that your client doesn’t want to do what you recommend, but 
one can say I’m here if you decide differently. That we are willing to give them 
room not to need us and at the same time we keep an eye on them.” 
Sensitive to self and other  
The theme sensitive to self and other embodied a form of authentic comport-
ment including features such as intuition, insight and focused awareness, taking 
quiet moments to center, being open to one’s senses, questioning why one is 
here, being conscious of professional identity and power in relationships, know-
ing one’s own boundaries and not performing tasks one is not qualified to do. 
Other features embraced consciousness of one’s personal characteristics and 
reactions, and realizing that everyone is always communicating something in 
body and appearance. The following comments illustrate these points: “I reflect 
sometimes over why I feel that I have given good care, what impacted this and 
what happened in this situation?” and “If we are going to make any difference in 
this world, it is best that we begin with our own self, because you are with your 
own self twenty-four hours a day.” Others said, “One has to get back to the ba-
sics, to one’s own emotional register.” “I need to be conscious of my own reac-
tions, how do I manage my anger and what do I do with that feeling?” Cultivat-
ing caring consciousness toward self and others by creating rooms for reflection, 
supervision, and education, being conscious of one’s own needs for care, and 
self-retreat were also considered important. Being sensitive to another also in-
volved cultural sensitivity and being conscious of cultural differences, question-
ing one’s own cultural beliefs, and respecting the others’ beliefs systems. This 
also embodied not forming preconceived judgements based on information re-
ceived from others as shown by these comments: “I had a patient from a differ-
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ent culture who had to have dialysis and she would not accept having a leg am-
putation even though her toes were almost falling off. She believed in voodoo. 
We tried to convince her that this was for her best but she was totally against it. 
In the end we had to respect her wishes and she died earlier than she would have 
if she had undergone the operation. But I mean this is also caring because her 
belief was so important to her.” “It is easy to have images of a person you don’t 
know from the histories you have heard. For example, that they have used drugs 
or have mental problems and you make up your mind about who the other is 
and how they are going to act, before you meet them.” 
Competence 
The theme competence was considered by the majority as an integral part of 
care. This included gathering information through one’s senses, which help 
people form decisions, discover alternative goals, and giving encouragement in 
meeting these aims. “It is important to set boundaries, to reflect upon how close 
is it wise to be. To think how much self-care does this person need so they 
maintain their self-respect? One must be conscious about not setting too rigid 
boundaries, so that others can’t get close to you and move you within.” This is-
sue also embraced enhancing autonomy, and allowing people to live their own 
lives based on their own beliefs, needs, concerns, and wishes. Competence also 
enclosed trying to discover what is most important to the unique individual, 
simply asking how they could be helped, and setting expectations and profes-
sional boundaries as some patients couldn’t care for themselves. Competence 
also embodied the use of professional skills such as updating knowledge and 
clinical skills as exemplified by this comment: “I try to gain updated knowledge 
and professional skills so that I know what I am doing.” “Caring competency 
comes from experience. As a novice, one is unsure and asks what have I done 
wrong now? One takes the clients’ comments more personally because one is 
vulnerable. Now after many years of experience I can say to the client, of course 
we can do this differently if this is best for you.” Planning ahead, such as not 
discharging people too early when possible, and the importance of collaboration, 
teamwork and delegating responsibility were deemed important as shown by the 
following comments, “Caring depends on the colleagues you are working to-
gether with on a specific day. With some, you work quietly together and it is like 
moving together on train tracks where everything runs so smoothly. While other 
days, things go roughly because you are working with someone you don’t share 
good energy with and there is a lot of complaining” and “One observes vulnera-
bility in the other, and then works together as a team, starting a documentation 
process early. Good care begins on an abstract level and moves downward to-
wards more selective actions.” Further, client advocacy was also mentioned as an 
important aspect of care and caring.  
Good Communication 
The theme communication embodied the importance of shared dialogue 
grounded in listening and questioning. This embraced trying to find an opening 
so the other could find words as illustrated by the following comments: “You 
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find the good moment when you feel here and now we can talk about something 
that it difficult and we grasp that moment which may have had to do with pain 
or anxiety and on a different level. You just sense something and the words just 
seem to flow—it’s not that so many words need to be said, but it is so beautiful 
when it happens” and “I think that if you have respect for each person you meet, 
caring evolves in your relationship with the other. One asks what one truly 
needs; one takes time to develop good communication between the two of you.” 
Of importance to communication, was also not having a high-down attitude, not 
being invasive and discriminating, and understanding that language has power 
in itself. Other interpretations included being non-judgmental, not using a pity-
ing attitude, and not being condemning, as for example, thinking that the 
client’s condition is their own fault. Good communication was also regarded as 
being based on confidentiality and accepting patients’ boundaries. Other views 
involved not using empty words like stating “everything will be okay”, and not 
giving false hope. Good communication also entailed giving support to help the 
other find the right words. 
Willingness  
The theme willingness included a will to give by creating intentions and car-
ing through intentional acts as exemplified by these comments: “Caring is re-
lated to the intentions, thoughts, feelings and wishes which are behind the ges-
tures. It is not the touch itself, but the intention that is shown through the ges-
ture.” Another said: “I take an extra initiative when the client doesn’t come for 
his appointment. I check whether he was at school that day, try to find the rea-
son he didn’t come, and if something special has happened. This little extra 
shows I really care about him and his situation.” “Other features related to this 
theme included taking initiative in caring relationships, increasing participatory 
choices and decision making, respect for nearness and distance, creating chal-
lenges and helping the other see and understand alternatives.” One participant 
said: “I have to watch myself that I don’t take over the situation as this can hap-
pen quite easily. I must be aware that I do not do things for the patient which 
they are quite capable of doing themselves even though it takes longer time.” 
This also embraced showing commitment, kindness, concern and the expression 
of feelings as shown by the following: “Caring is giving, instilling in others a be-
lief that they can cope with what they are going through, it is creating challenges 
and giving encouragement.” 
Deep Caring 
The theme deep caring embodied a deep level of comportment and caring 
consciousness. It seemingly embraced a sense of loving care which was exempli-
fied in a form of intensity of being present in the moment with sensitivity, un-
derstanding and concern. It was evidenced by ethical imperatives, consciousness 
of the small steps needed to journey together with the ability to break through 
barriers in capturing the moment. Some participants said: “Deep caring involves 
a spiritual dimension. I use the word love, it is the way in which I move the oth-
er’s body with gentleness, and this is the difference between caring and loving.” 
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Deep caring also includes a greater flexibility in demanding situations and being 
on the giving side, as reflected by these comments, “It is being present in the 
moment, being near, you don’t need to hold a hand or move anything, you are 
simply there, … just taking a bit more time,” “We are not taking about ethics, 
but instead, what is good nursing right there and now, we’re talking about the 
moments when you sense we can talk about what is difficult exactly now.” 
Another stated: “Caring is having responsibility and there are different responsi-
bilities in varied situations. One sees that someone is in need and simply tunes in 
on a deeper level.” Others described this feeling as the following, “She placed her 
hand on my shoulder and I could almost feel her caring concern, what was be-
hind this gesture I am unsure, but I felt she really cared.” Other comments in-
cluded “Some patients move you more than others—why this is, can be ques-
tioned, one feels more deeply, but it is not conscious.” and “There exists good 
chemistry and bad chemistry, it is easier to give a little extra to those you have 
good chemistry with, than those who are difficult.”  
Deep caring was also reflected in offering the little extras or what Watson may 
refer to as scared acts. This was described as creating an atmosphere by offering 
little things, a cup of tea, lighting a candle, bending down to tie a shoelace, set-
ting a table in a place where the other won’t be observed crying or be disturbed 
by telephones, a little touch on the shoulder, showing silent gratitude, and sim-
ple questions like “how are things going for you?” Other descriptions included 
placing a glass of water within reach, taking an extra trip into the patient’s room 
because you know they need it, sitting down, listening intently and using time to 
discover more, moving a pillow and hearing the sigh of relief. Deep caring was 
also connected to the ward atmosphere-where one gives the little extra to each 
other, to one’s self and to clients, which in turn, created energy. 
Participants also discussed the consequences of performing deep caring acts: 
“It is easier to try again, it creates good feelings, you feel you have succeeded in 
something and have made a difference.” Another said, “For the patients, good 
caring means a lot, they feel secure, valued and less a burden, and one has 
created an opening where a change has taken place. I feel happy because there is 
a positive outcome for the other, and this contributes to my professional growth, 
I feel I have done a good job.” 
4. Discussion 
In this study, we explored the different meanings given to the concept of profes-
sional care by post graduate nursing and pastoral students. The results included 
seven main themes which included reverence and respect for the dignity and 
value of human life, bonding, sensitive to self and other, communication, com-
petence, willfulness and deep caring and 44 sub-themes. 
Reverence and Respect for the Dignity and Values of Human Life 
Watson has earlier described caring as “moral ideal” rooted in humanistic 
values of caring with the ultimate goal of treating other people with respect and 
dignity ([33], p.54). Watson’s beliefs also greatly emphasize the importance of 
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intentionality. This is described as aligning one’s consciousness with co-inter- 
connectedness which displays a commitment toward the other which conveys 
reverence, respect, compassion, and authenticity. A major theme from our find-
ings included the importance of reverence and respect for the dignity and value 
of human life which support these contentions. Respect, as an essential compo-
nent of care, has been well documented in other studies [5] [36] [37] [38]. Di-
alogue was also centered on the importance of recognizing and appreciating the 
humanness, wholeness and uniqueness of the other with feelings of compassion. 
These caring attributes are also well documented [39]-[47]. Further, notions of 
the good and wishing the good for the other were discussed. We found this par-
ticularly interesting as in a recent systematic review on the concept of care, this 
quality received little weight [48]. These finding may be related to the institution 
where our study was conducted which supports spiritual values. 
Bonding 
Watson also describes conscious intentionality as holding thoughts that are 
caring, loving, open, kind and receptive, in contrast to an intentionality to con-
trol, manipulate and have power over [49] which was also conveyed in our find-
ings. The importance of bonding, being present and authenticity were also dis-
cussed as supported by others [40] [44] [50] including MacNeil and Evans’ [28] 
research with students. Bonding was also characterized by such attributes as 
openness, affirmation, attentiveness, concern, trust, kindness and nearness, also 
evidenced in the literature [5] [44] [51]. Likewise, aspects of consciousness, con-
fidence and protection were deemed important as supported by others [40] [51] 
[52]. Smith [52] has described the concept of presence with such attributes as 
genuine dialogue, commitment, full engagement, openness and attentiveness, 
similar to our findings. Notably, supporting Watson’s views on intentionality to 
control, dialogue also centered on characteristics of not being judgmental, not 
being invasive and being cognizant of word use in labelling others. Others have 
also described the need to be daring and firm with consideration of one’s atti-
tudes toward the other and positioning within the relationship also verbalized by 
our participants [5] [43] [53]. 
Sensitive to Self  
Caring consciousness has been described by Watson [54] as being open to 
new and expanding experiences with a depth of reflective and emotional capa-
bilities. This openness contains the ability to be real, honest and authentic and is 
based on self-knowledge and openness to feelings. A major theme that emerged 
in our findings was the importance given to sensitivity, both sensitivity to self 
and sensitivity to others. This sensitivity included such qualities as forms of in-
tuition, focused awareness, self-reflection, and emotional adaptability. These 
themes underline the importance of remaining emotionally close to one’s own 
vulnerability in the common experience of being human. All these themes have 
been supported in the literature on caring [5] [42] [43] [45] [47]. The impor-
tance of having cultural sensitivity was also underlined. This is important consi-
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dering other studies involving students have reported observations where nurses 
appear reluctant to provide care to ethnic minorities [55] [56]. Lack of cultural 
competence was also perceived by students to be a barrier to learning about car-
ing [57]. 
Further, Watson views empathy as the key to developing healing–trusting re-
lationships [55]. Results also underlined the importance of this attribute as do-
cumented by others [5] [38] [42] [43] [45] [58]. Empathy can be regarded as the 
ability to sense the inner world of another which requires that the carer is aware 
of their own inner world while also creating a common emotional meeting 
ground. As such, one needs to tune into one’s experiences with uncertainty, an-
ger, sadness, joy, love, etc. which creates the capacity for becoming sensitive to 
another’s emotional state and needs [55]. Our carers’ described the necessity of 
“tuning in” to the other, as also vital to caring, as confirmed by others [42]. Oth-
er studies have also described experiences of joy, cherishing and love [40] as well 
as anger, weariness and irritation among carers [5]. The aspect of love was also 
underlined by Greek students [27]. 
Communication  
Caring presence and intentional resonance focus on trying to understand 
what is meaningful and of concern in the lives of the other. Such a presence in-
corporates reflections on meanings, events and needs so that new meanings can 
be formed from disrupted meanings. Such meanings cannot be uncovered 
without good communication which the majority of participants often de-
scribed. Good communication includes such aspects as attentive listening and 
questioning, finding openings, confidentiality, accepting the others’ boundaries 
and self-limitations which have been confirmed by others [5] [40] [43] [47] [58] 
[59] [60]. As evidenced by our findings, invitation to dialogue also embodies 
recognition of the other, invites affirmation and trust, and fosters security and 
confidence, also with the intent of wishing the good or the best for the other. In 
this mutual process, the self and other are engaged in an experience which in-
cludes attention, acceptance, concern which potentiates insight, also supported 
by others [5] [42] [51]. 
Competence 
Within a transpersonal caring moment, the carer enters into, and stays within, 
the other’s frame of reference. Our results also underlined the importance of 
respecting the beliefs, needs, and wishes of the other. This human–to human in-
teraction includes the totality of human experience, composed of perceptions, 
feelings, intentions, thoughts, goals, environmental impacts and for some, spiri-
tuality and love [61]. The meaning of one’s perceptions also depends on obser-
vations, feelings, imagination and understanding which are reflected in the car-
er’s professional competency. Such competency entails communication of criti-
cal information accurately and timely and is also essential for problem solving 
with colleagues. It also enhances autonomy, forms expectations, and incorpo-
rates collaboration and advocacy as professional skills. Aspects of knowledge and 
skill were also important to students in Papastavrou and colleagues [30] re-
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search. These characteristics seemingly support the idea of promoting partner-
ship and freedom of choice by attempting to stay within the other’s frame of ref-
erence. All these qualities as essential to care have been documented by others 
[5] [38] [40] [42] [43] [47] [51] [59] [62]. 
Willfullness 
Intentionality involves consciousness and awareness directed toward a mental 
object, with purpose and efficacy toward action, expectation, belief, volition, and 
even the unconscious [49]. Our results also underlined the importance of will-
fulness as a form of intentionality in taking initiative, being committed, sharing 
choices and decisions, creating challenges and helping the other see alternatives 
as being paramount, which may be interpreted as demonstrating a willingness to 
share power. Further, pacing and the expression of feelings can be understood as 
characteristics of intentionality as supported in other studies [5] [38] [44] [45] 
[58]. 
Deep Caring 
Different levels of intentionality, action, and caring consciousness were re-
vealed in the discussions. Some carers discussed caring acts which we have 
termed “deep caring”. These acts seemingly reflect what Watson describes as the 
emergence of caring and love coming together in a transpersonal caring mo-
ment. “Deep caring” also focuses on grasping the experience of deeper and more 
spiritual concerns that emanate from the personal and intersubjective ([63], p.5). 
These acts were portrayed by a willingness to move into moments with a deep 
intentionality and consciousness. In “deep caring” there seems to be a trans-
forming presence formed, where one grasped the moment, which involved let-
ting go of time constraints, putting other tasks aside, and focusing completely on 
the other’s instant need. This aspect of time as embedded with moral meaning 
was also confirmed by students in Dabrowolska and colleagues [26] study. “Deep 
caring” was also shown by taking time to offer the little extras, or what Watson 
refers to as sacred acts, such as placing a glass of water within reach, listening 
intently and using time to discover more, or simply moving a pillow and hearing 
the sigh of relief. Others have also described similar nursing acts as being deeply 
involved and going beyond routine [5] [38] [42]. These acts seeming support 
DeQuincey’s [64] contention which states “Being intensely engaged in a rela-
tionship with another… is perhaps the most vital manifestation of conscious-
ness. It requires a shift from a world of subjects-objects to a view which sees the 
relationship as fundamental.” As authors we believe the provision of these little 
extras may represent the energy of caritas processes all merged into one sub-
stance. 
Study findings may attune to what is described as professional comportment 
as a quality interrelated with intentionality and caring consciousness. Profes-
sional comportment, as one’s demeanor and bearing, has been described as de-
termining a carer’s effectiveness in relating, communication and collaboration 
which includes self-regulation and individual accountability. This in turn, pro-
motes mutual respect, commitment and harmony [65]. Others such as Benner 
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and colleagues [66] describe professional comportment as including the nurses’ 
words, intents, beliefs, values, stance, touch, physical presence and actions to-
gether with the assimilation of abilities, knowledge, interpersonal effectiveness 
and communication with members of the healthcare team and patients. Profes-
sional comportment can also be understood as encompassing the carer’s sen-
tience (perceptions, senses, conscious mind) as represented in sentient embodi-
ment [67]. We believe our findings witness to these attributes. 
Our findings also lend support to many of the major beliefs and values in 
Watson’s Human Caring Theory and the description of her caritas processes 
which focus on caring consciousness grounded in deep connectedness, of rela-
tionship and mutuality, subjective meaning and shared humanity. This perspec-
tive also embodies moral commitment, intentionality, and authenticity which 
are essential in enhancing human dignity and wholeness. Such a perspective 
supports intentionality and caring consciousness as deeply embracing energy 
and spirit as exemplified in what we described as “deep caring” moments [49]. 
These beliefs support a moral stance based on reverence and respect for the val-
ue and uniqueness of other and self and the uniqueness of the moment in hu-
man-to human caring transactions.  
5. Limitations 
The study is limited because of convenience sampling and a small sample con-
sisting of a majority of women, although their age spans differed greatly. Fur-
thermore, participants were recruited from only one institution though they 
lived and worked in many geographical areas in Norway and had backgrounds 
in community health nursing, cancer nursing, nephrology nursing, public health 
nursing and pastoral care. The names given to the major themes and sub-themes 
were discussed by two independent researchers, yet the selected terminology 
used in classifying themes and sub- themes denote specific nursing knowledge. 
However, interpretations of the themes and sub-themes were reviewed by invit-
ing colleagues with different expertise and backgrounds to review the results. 
Watson’s Human Caring Theory used in this study may have biased the re-
searcher’s interpretation of findings. It should also be noted that this theory is 
not a part of the curriculum in nursing or pastoral care at this specific institu-
tion, although the institution is grounded in Christian ideals. Notably, it has 
been reported that the dynamics of focus group interactions are seldom reported 
in presenting focus groups results [68]. As such, group dynamics may also in-
troduce bias to the study, also threatening the trust worthiness of the findings. 
Therefore, a short description of the group dynamics is included inconsideration 
of the study’s limitations. 
The moderators had previous experience with conducting focus groups. The 
moderators played a more passive role, using probes when needed, but allowing 
discussion to evolve openly. Because all of the groups had been recruited in their 
own classrooms, the atmosphere of the groups portrayed a sense of group mem-
bership and cohesiveness. Notably, research has shown that there is a tendency 
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for more self-confident and articulate individuals to be more willing to agree to 
take part in focus groups [69]. In two of the groups, certain members were more 
assertive and as a result the more silent participants had to be invited into the 
dialogue. Also, in groups where there were a majority of older participants, the 
younger tended to be less articulate. Tape recording the sessions, could have 
caused feelings of unease for some, and one group commented that it would 
have been easier to speak together without the tape recorder. Some groups had 
participants who talked all at once and many of the groups used laughter when 
participants were in agreement with what was being described. However, both 
divergent and similar views were aired in all of the groups. Interestingly, some of 
the most valuable information was discussed towards the end of the group, 
which could be related to the fact that the participants felt safe and were more at 
ease. It was also interesting to note that when the groups were formally closed 
and the tape recorder turned off, discussion could ensue with a few participants. 
6. Implications for Nursing 
The goal of holistic nursing practice is to treat and heal the whole person–by re-
cognizing the interconnectedness of body, mind, spirit, and environment. By ex-
ploring the meanings given to phenomenon of professional care, findings re-
vealed ways in which the whole person was shown respect, revered and treated 
in differing intensity. The interactive discourses generated valuable detail of 
complex experiences and beliefs, behind participant’s perceptions, attitudes, be-
liefs and actions. They also illustrated both practical and moral reasoning and 
skilled ethical comportment which are cornerstones in practicing holistic care.  
We believe focus group methodology can enhance holistic nursing practice by 
providing opportunities to explore and clarify holistic care values on many levels 
by creating opportunities for holistic self- development and awareness, group 
interaction and transformative learning in many arenas such as in education, 
practice, administration, research, health care theory and model development.  
A vast array of studies, also cross culturally have shown that Watson’s Human 
Caring Theory can inform holistic practice. Numerous institutions and health 
care facilities have since adopted her theory as a guide to change their own 
nursing practice. Although a small study, our findings also affirm some of the 
major beliefs and descriptions of the caritas processes underlined in her theory. 
Of importance to holistic nursing, is the fact that various studies have shown 
that nurses’ and patients’ views differ in what they view as important in caring. 
Nurses have been found to perceive expressive behaviors like providing trusting 
relationships, listening and comfort as most important, as compared to patients 
who assign higher importance to instrumental, technical caring activities and 
information [70] [71] [72] [73]. Recently, Papastravrou and colleagues [30] 
conducted a systematic review of 23 quantitative studies focused on nurses and 
patients’ perceptions of caring behaviors where they also found evidence of in-
congruence in patient and nurse perceptions. Findings showed that patients va-
lued instrumental, technical caring skills which demonstrated competency and 
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“know how” as being more important than nurses. Nurses, on the other hand, 
perceived affective caring behavior as more important than patients. In a cross- 
cultural study of six different EU countries which explored the concept of caring 
through nurse behaviors, important differences were observed between patients’ 
and nurses’ perceptions of caring behaviors. Perceptions related to assurance of 
human presence, knowledge and skills, respectful deference to others and posi-
tive connectedness was widely diverse. Further, Watson also found that listening 
to patients scored as the most caring of all tasks for nurses, whereas patients on 
the other hand rated most highly being involved in care and providing privacy 
[49]. Such findings highlight the need for future holistic nursing studies which 
assess nurses, patients’ and families’ perspectives regarding what they perceive as 
important caring behaviors. Culture and holistic care are embedded in each oth-
er, consequently, holistic caring needs to be understood in a cultural context, al-
so in future comparative studies. 
7. Conclusion 
The results of this study demonstrate a congruence between some of the major 
beliefs and caritas processes in Watson’s Human Caring Theory and the mean-
ings given to professional care as described by post graduate nursing and pastor-
al students. The themes of reverence and respect for the dignity and value of 
human life, bonding, sensitive to self and others, communication, competence, 
willfulness, and “deep caring” together with their sub-themes lend support to 
these beliefs. Results also show that professional comportment, intentionality 
and caring consciousness are reflected in varied intensity and depth. 
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